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Food insecurity affects approximately 8.4 million people in the UK, one of the worst levels in Europe. 
Food insecurity is associated with poor diet quality and obesity; however, the drivers of this 
relationship are unclear. This study used a qualitative approach to explore factors that influence food 
choice and eating behaviour in a food-insecure population in Liverpool, UK. Face-to-face interviews 
were conducted with adults (N=24) who were clients at foodbanks. The interviews were informed by 
a semi-structured interview schedule, which focussed on access to food, factors influencing food 
choices, and strategies used to conserve food. Interview transcripts were analysed using inductive 
thematic analysis. Six themes were developed; ‘Income’, ‘Cost of food’, ‘Accessibility of shops’, ‘Health 
issues’, ‘Food rationing strategies’ and ‘Worsened health outcomes’. Income was the most salient 
factor influencing participants’ food choices with all participants reporting a constant struggle to 
afford food. Food decisions were primarily based on cost; most participants valued eating healthily 
but could not afford to do so. Strategies to ration food included skipping meals, consuming small 
portions, cooking in bulk, and prioritising children’s food intake. The majority of participants reported 
pre-existing physical and/or mental health issues, but these were exacerbated by poor access to food 
leading to a vicious cycle of stress and worsening health issues. In conclusion, participants’ food 
choices and eating behaviour seemed to be most strongly influenced by their level of income. Our 
findings provide insight into the range of strategies used by participants to conserve food and also 
highlight the mental health impact of food insecurity. Initiatives addressing income and the cost of 
healthy food are required. 
 






Food insecurity is defined as having limited availability or ability to acquire sufficient food in 
socially acceptable ways (Taylor & Loopstra, 2016). It is a growing problem in the United Kingdom 
(UK), currently estimated to affect 8.4 million people (Taylor & Loopstra, 2016). Previous research has 
found that food insecurity is robustly associated with poorer diet quality (Bocquier et al., 2015; 
Davison, Gondara, & Kaplan, 2017; Evans et al., 2015; Leung, Epel, Ritchie, Crawford, & Laraia, 2014), 
higher levels of obesity (most notably among women in high-income countries) (Nettle, Andrews, & 
Bateson, 2017), and poor mental health including increased incidence of depression and common 
mental disorder (Heflin, Siefert, & Williams, 2005; Power, Uphoff, Stewart-Knox, et al., 2017). 
A range of factors are likely to contribute to and exacerbate the issue of food insecurity in the 
UK. Changes in the political climate have led to radical changes within the social welfare system, most 
notably the introduction of Universal Credit. This is a social security payment provided to those who 
are on a low income or out of work to help with living costs. It was introduced to replace individual 
means-tested benefits, such as Child Tax Credit, Housing and income-related Employment and 
Support Allowance (The Trussell Trust, 2018, 2019a). The phased roll-out of Universal Credit began in 
2013, however this has been beset with problems and is still ongoing. Due to significant issues with 
changing from the old to the new system, many individuals have experienced severe delays, of around 
five weeks, in receiving benefits which can lead to housing and food insecurity, and debt (The Trussell 
Trust, 2019a). Another contributing factor may be the cost of food, with healthier meals (as defined 
by nutrient profiling) being significantly more expensive compared to less healthy meals (Department 
for Environment Food and Rural Affairs, 2015; Jones, Conklin, Suhrcke, & Monsivais, 2014). A recent 
report found that, for 53% of households in the UK, current food budgets are insufficient to meet 
government recommendations for a healthy diet (Scott, Sutherland, & Taylor, 2018). Finally the 
availability of fresh produce in local neighbourhoods could also play a key role. “Food deserts” are 
defined as areas which are poorly served by food outlets selling fresh, healthy products and are 
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particularly prevalent in more deprived communities (Beaulac, Kristjansson, & Cummins, 2009; 
Kellogg's, 2018).  
In response to food insecurity, foodbanks provide emergency food packages to individuals in 
most need, usually consisting of non-perishable food items donated by the public which often do 
constitute a nutritious balanced diet. According to the Trussell Trust (a Non-Government Organisation 
and charity that co-ordinates the only nationwide network of foodbanks in the UK), 1.6 million three-
day emergency food packages were distributed across the UK in 2018 and 2019, a 19% increase on 
the previous year, with 222,722 packages distributed in the North West of England alone (The Trussell 
Trust, 2019b). Government-backed schemes, such as free school breakfasts, can alleviate some of the 
pressure for families on lower incomes (Harvey-Golding, Donkin, Blackledge, & Defeyter, 2015); 
however, they are typically only available during school term time. There is also stigma around the 
use of foodbanks and they are often only used as a last resort (Garthwaite, Collins, & Bambra, 2015; 
Purdam, Garratt, & Esmail, 2016). 
Much of the existing research on food insecurity has been conducted in North America and 
findings may not be generalizable to other countries due to differences in welfare systems, sources of 
income and strategies in place to reduce food insecurity (Hamnett, 2014; Hood & Keiller, 2016). 
However, recent findings from the UK indicate that the highest levels of foodbank use have occurred 
in areas with the highest rates of central Government welfare cuts, unemployment and benefit 
sanctions (i.e. penalties imposed on claimants meaning a loss or reduction of benefits when 
someone does not meet conditions such as attending jobcentre appointments) (Loopstra et al., 2015). 
In support of this, food back usage is particularly prevalent among individuals who are in receipt of 
welfare benefits (Power, Uphoff, Kelly, & Pickett, 2017), as well as among individuals who have mental 
health problems (MacLeod, Curl, & Kearns, 2018). Furthermore, findings from the UK-based Born in 
Bradford cohort indicate that individuals who were food insecure were more likely to have a poorer 
quality diet (i.e. lower vegetables consumption and higher intake of sugar-sweetened beverages) 
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compared to individuals who were not food insecure (Yang, Sahota, Pickett, & Bryant, 2018). However 
the factors which drive and influence the relationship between food insecurity and diet are unclear.   
Qualitative research on food insecurity can provide detailed insight in this area. Qualitative 
studies in UK populations are beginning to emerge, however the existing evidence base is specific to 
certain cities and regions. A recent study conducted with foodbank clients in London found that 
consumption of healthy food is not feasible due to a lack of access to fresh food, food storage and 
cooking facilities (Thompson, Smith, & Cummins, 2018). Participants who experience food insecurity 
also report restrictive eating patterns, for example eating smaller meals, skipping meals and not eating 
for an entire day (Harvey, 2016; Purdam et al., 2016). Food insecurity also exacerbated existing health 
issues, such as stress, depression and weight gain, and had a negative impact on the health and 
wellbeing of dependent children (Garthwaite et al., 2015; Harvey, 2016; Thompson et al., 2018). 
Interestingly, qualitative research from the UK and United States (US) indicates that food-insecure 
populations do not lack knowledge of nutrition and how to prepare healthy meals (Evans et al., 2015; 
Garthwaite et al., 2015). Instead, barriers to healthy eating seemed to relate to cost, inadequate 
geographical access, and poor quality of available healthful food. Stress and low mood associated with 
food insecurity and socio-economic disadvantage could also lead to maladaptive coping strategies and 
thereby promote unhealthy food intake. For example, a recent quantitative study from the UK found 
that stress and emotional eating explained the association between lower socio-economic status and 
higher body mass index (BMI) (Spinosa, Christiansen, Dickson, Lorenzetti, & Hardman, 2019). 
Food insecurity is a major public health concern emphasising the need for tailored 
interventions and preventive approaches to facilitate healthy dietary behaviours. However, the 
development of effective interventions is hindered by a lack of understanding of the psychological, 
social and situational drivers of dietary behaviour in food-insecure communities. The aim of the 
current qualitative study is therefore to understand the key factors influencing food choice and eating 
behaviour in food-insecure populations in Liverpool in the North West of England, one of the most 
deprived cities in England (Liverpool City Council, 2015). Recent research conducted in Liverpool 
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indicates that children living in more deprived communities had higher levels of obesity than children 
from less deprived communities, and this socio-economic disparity widened between 2006 and 2012 
(Noonan, 2018). 
Material and methods 
The COnsolidated criteria for REporting Qualitative research (Core-Q) checklist was used to guide our 
reporting of the study methodology, analysis and results (Tong, Sainsbury, & Craig, 2007) (see 
Supplementary Material). 
Participants 
Participants were adults recruited using purposive sampling from a foodbank and an income-support 
charity in Liverpool, UK. Recruitment continued until data saturation was reached. Participants 
received a £20 voucher for a national supermarket chain as reimbursement for taking part in the study.  
Twenty-seven individuals were approached to take part and of these, 24 (89%) provided consent to 
be interviewed (it is not known why three individuals declined to take part). 
Descriptive information about the participants is provided in Table 1. Nine participants were female 
and 15 were male. Nineteen participants reported living alone and five lived with other people. Four 
participants (all female) had dependent children. Two participants reported working part-time (see 








Table 1: Characteristics of participants interviewed.  
  Number (%) of participants 
Gender                                                 Male 15 (63) 
 Female 9 (37) 
Living situation       Alone 19 (79) 
 With dependent children 4 (17) 
 With others (not dependent children) 1 (4) 
In receipt of benefits  24 (100) 
Works part-time  2 (8) 
 
Procedure 
Participant recruitment took place on site at either the food bank or charity premises. Potential 
participants were approached in-person by a doctoral-qualified male or female researcher (GSK or 
CAH) and invited to take part in a face-to-face interview. Prior to the interview, participants were 
provided with a participant information sheet which outlined the aims of the research and informed 
them that the researchers were from the University of Liverpool. Participants were also informed that 
their responses would be audio recorded using a digital dictaphone and that their data would be 
anonymised and stored securely. No relationship was established between the researchers and 
participants prior to interview.  
A semi-structured interview guide, developed by CAH and AF (see Supplementary Materials), 
was used to inform interviews. Topics included methods used to access food, strategies used to 
conserve food supplies, impact of access to food on other aspects of their life and feelings around 
participants’ current access to food.  
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Interviews were conducted at the food bank or charity premises between February and April 
2018 on a one-to-one basis (two participants had children aged 2 years or under with them during the 
interview, this was unavoidable due to the sampling method). No repeat interviews were conducted. 
Due to the sampling method, it was not possible to return transcripts to participants for comment.  
Analysis 
Interviews were audio recorded, transcribed verbatim and anonymised. Field notes were not made 
during the interview. Inductive thematic analysis was used because this method allows for themes 
and codes to be strongly linked to the data (Braun & Clarke, 2006). More specifically, we adopted a 
contextualist approach towards our analysis as we aimed to explore the participants’ individual 
experiences of food choice and eating behaviour but also in the context of their situation while also 
exploring the interaction between the two (Braun & Clarke, 2006; Braun, Clarke, Hayfield, & Terry, 
2019). This method involves a five-phase approach; familiarisation with the data, generating initial 
codes, searching for themes, reviewing themes, and defining and naming themes (Braun & Clarke, 
2006). 
 After data familiarisation, broad codes and sub-codes were based on participants’ responses 
and developed iteratively, both individually and as a collective dataset, with respect to the research 
questions (Braun et al., 2019). For example, “substance use” was an initial code where participants 
talked about using substances in the context of managing their mood or eating habits which formed 
part of the sub-theme “coping strategies”. NVivo 10 was used to facilitate the coding process and 
analysis continued in an iterative process whereby raw data were continually analysed to identify 
codes which could be developed from the transcripts and were examined alongside other codes to 
develop themes that could be merged, separated or removed if redundant. A sample of extracts were 
randomly selected and sent to a second coder (DLR), along with the developed codebook to establish 
procedural reliability conceptual credibility (Leung, 2015). The first author (JP) reviewed coded 
extracts to establish coding consistency and any disagreements were resolved in a meeting. An 
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excellent agreement rate was established (κ = .95). Memos were made by JP throughout the analysis 
to note additional thoughts and potential links between codes. Memo-writing and meeting to resolve 
any disagreements between coders provided an opportunity to ensure that the developed themes 
reflected the experiences of participants and did not stray from issues evident in their responses. 
Themes were generated in the latter stages of analysis to represent the outcome of coding and 
patterns between codes, and were reviewed by DLR (Braun et al., 2019). 
Ethical considerations 
Ethical approval for the study was provided by the Faculty of Health and Life Sciences Research Ethics 
Committee (Psychology, Health and Society), University of Liverpool (reference number 2964, 
approval date 19th February, 2018). Participants were informed of the aims of the interview via the 
written information sheet and advised of their right to withdraw. Interviews took place once written 






Figure 1: Thematic map of themes (black outlined boxes) and sub-themes (blue outlined boxes). Solid lines represent links between themes and dashed lines represent links 
between themes and sub-themes
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Overall themes (Figure 1) 
We developed six themes from our thematic analysis which influenced food choice and eating 
behaviour in this food-insecure population in the North West of England: (1) Income, (2) Cost of food, 
(3) Accessibility of shops, (4) Food rationing, (5) Health issues, and (6) Worsened health outcomes (see 
thematic map in Figure 1). 
Income was found to be the key theme as participants’ food choices and eating behaviour were 
dependent on this. Income directly influenced the amount participants could spend on food (i.e. cost 
theme), where they obtained food (accessibility theme), their need to engage in food rationing 
strategies, and their ability to manage current health issues. To illustrate this, these four themes (i.e. 
cost, accessibility, food rationing strategies, and current health issues) are grouped together in the 
thematic map, as denoted by the dashed square.  All themes were, in turn, associated with the 
worsened health outcomes theme. The arrow from the worsened health outcomes theme back to the 
income theme indicates that participants’ worsening health made it harder to manage their limited 
income. This process seemed to recur as they consistently received a low income which made it 
difficult to break the cycle, hence the illustration of links between themes and cyclic nature in the 
thematic map (see Figure 1). 
Theme one: Income 
Participants’ food choice and eating behaviour seemed to be most strongly influenced by their level 
of income as participants could only obtain food that was within their financial means. Most 
participants discussed the challenges they experienced with managing a limited budget and affording 
food to provide for themselves and those they lived with. There appeared to be a constant struggle of 
purchasing and obtaining food throughout the month and then resorting to using foodbanks when 
other alternatives had been exhausted which raised feelings of shame and embarrassment. 
Participants also discussed the lack of food choice when using foodbanks. This theme consists of two 
sub-themes; ‘budgeting’ and ‘foodbank usage’. 
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Budgeting. Participants reported experiencing constant struggles of managing a low budget whereby 
they prioritised housing costs and bills before food. Once outgoings were paid, participants reported 
managing an extremely limited budget for food which needed to last until the next benefit payment. 
“…by the time they take off what they have to take off I only end up with £79 a fortnight. And then I 
have to pay bills out of that as well. It's like I got paid yesterday and I had £15 left so I have no money 
to get shopping…” (Participant 14) 
Participants reported experiencing frequent delays in receiving payment, particularly if in receipt of 
Universal Credit, due to recent changes in the welfare system. These delays reduced their ability to 
afford food, which led most participants to ration their food supplies. Several participants found 
themselves in increasing debt as a result of borrowing from friends or family members whilst waiting 
for their payment, which seemingly led to further difficulties affording food. 
“…you’re in over your head with debt anyway because you’ve lent off this person, you've lent off that 
person. And by the time your money comes through it’s a spiral then of you owe out money and then 
it’s just- the way- the weeks they make you wait for your money to go through is, I don’t understand 
why it takes six or seven weeks to pay your money.” (Participant 2) 
Due to continuous struggles with managing their budget, several participants reported being angry 
towards the welfare system and the Government as they believed they had been marginalised from 
society and left to struggle to live without reasonable support. 
“…There’s no people helping any more. Apart from the Social, there’s no one helping apart from the 
foodbanks and that’s where it’s getting worrying because, if the foodbanks go, then there’s no food to 
feed people is there?” (Participant 12) 
Accessing food from foodbanks. Participants seemed to resort to using foodbanks towards the end of 
the month or shortly before the next payment was due because they had run out of money. There 
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seemed to be a reluctance to use foodbanks; most participants reported feeling embarrassed and 
ashamed of resorting to foodbanks and the process involved in gaining access to them.  
“There’s a lot of stigma around. But I think a lot of the discomfort and stigma, a lot of it is self-imposed, 
I think. It’s not that anyone’s going ‘haha look at him he’s using a foodbank’. It’s just that I feel 
ashamed that I’m in that situation because I feel like I’m going in with my bowl asking for scraps of 
bread and things. That’s kind of what it feels like. It’s a very shameful experience.” (Participant 22) 
Most participants viewed foodbanks as a necessity. They seemed grateful for these services and were 
not sure how they would survive without them. However, participants also reported that foodbanks 
were restrictive as they only provided food to last three days and did not address other issues related 
to being on a low income.  
“I've used foodbanks in the past, but I find the stuff you get out of foodbanks is basic. Three days rations 
and stuff I don't really like to eat anyway. Broccoli and vegetables and stuff like that and pasta and 
stuff like that.” (Participant 17) 
Others noted the restrictions in place by the welfare system through the introduction of sanctions 
which are interpreted as assuming that food-insecure individuals are only in crisis for a specified 
number of times per year. However, this was not consistent with the participants’ personal 
experiences and seemed to enhance the anger felt by participants. 
“…it’s (foodbanks) for people in need but then the guidelines are there ‘well you’re only allowed to be 
in a need beyond your control three times a year’.” (Participant 3) 
In summary, this theme reflects participants’ struggles to obtain food supplies due to their limited 
income and their reliance on food banks until they received their next payment. 
Theme two: Cost of food 
Most participants reported that the cost of food was another salient factor when considering their 
food choice and eating behaviour as they could only afford to purchase food that was within their 
14 
 
budget. Participants valued eating healthy food, including fruit and vegetables, but could not afford 
to do so. The majority appeared to understand how to prepare and cook a healthy meal but could not 
justify doing so on their limited budget.  
“…because I did cookery classes and all those little bits. And if you go home and you’ve got the basic 
ingredients and it needs a bit of basil and it needs a bit of soy sauce and it needs a bit of that. By the 
time you buy all those little bits- I mean me little meal I’m gonna cook will be about £30….” (Participant 
17) 
This theme focusses on participants’ reported struggle to choose between food that is healthy and 
food that is also affordable. It is linked to the “income” theme because income seemed to influence 
the extent to which participants felt they could spend money on food. However “cost of food” was 
also found to be distinct from the “income” theme in the analysis. Participants discussed their income 
more generally in terms of the amount of money available after accounting for other expenses and 
difficulties gaining access to their funds. In contrast, participants discussed the cost of healthy 
compared with unhealthy food as related but separate issue. The “cost of food” theme consists of two 
sub-themes; ‘food choice’ and ‘frustration’. 
Food choice. Most participants believed their food decisions were not a choice but a means to survive. 
Although participants valued eating healthily, they seemed to do an analysis of food items based on 
price, longevity, and how filling the food would be. Participants reported that they often did not enjoy 
food purchased and instead consumed food that was cost-effective. 
“It is stressful, very stressful. Because I don’t think I’m eating in a healthy way. I’m eating to survive, 
it’s not healthy at all.” (Participant 9) 
Some participants reported purchasing healthier food shortly after receiving payment, when they 
were able to afford to do so, but then changing to purchasing less healthy foods towards the end of 
the month or shortly before they were due their next payment as this was more affordable. 
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“I’ve eaten the right kinds of food for a couple of days and then for the rest of the week I’m limited as 
to what I can eat, or I’m eating food unseasoned. It’s mainly- I look at a lot of processed foods…” 
(Participant 3) 
Another factor which seemed to influence participants’ food choices was whether they had dependent 
children. For participants with dependent children, it seemed they were unable to afford wasting food, 
therefore they purchased food based on their children’s preferences and consumed leftover meals 
themselves.  
“I’ll choose something that I know they’re gonna like because I can’t afford to do something and for 
them not to eat it. I just can’t afford it, yeah.” (Participant 2) 
Frustration. A recurring issue was the inability to afford food that participants enjoy, such as a dessert 
or a roast dinner, and this seemed to increase feelings of frustration. There was a constant 
compromise being made between eating daily and ensuring that food would last throughout the week. 
The presence of food advertisements on television also seemed to contribute towards levels of 
frustration where participants reported being presented with images of aesthetically pleasing meals 
yet being unable to afford to purchase these. 
“Frustrating…I’m always short, I’m always sacrificing one thing so it’s not very often that I’m quite 
content with the way things are.” (Participant 3) 
When participants could afford to buy food, they were limited due to its cost and this resulted in 
having minimal choice of food and seemed to contribute towards further feelings of frustration. This 
highlights the potential psychological impact of the cost of food on food-insecure participants.  
In summary, this theme reflects how food choice and eating behaviour seemed to be driven by the 
need to survive; participants made food choices based on price, longevity, and how “filling” the food 
would be. They could not justify spending money on food that was perishable and may go to waste. 
Overall, this resulted in consuming a poor quality diet. 
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Theme three: Accessibility to shops 
Another important factor influencing participants’ food choice and eating behaviour was the 
accessibility to shops. It seemed that participants’ access to shops was area dependent whereby the 
majority were within a short distance to food shops, however some were not. The majority of 
participants walked to food shops due to their limited budget; however, this was reliant on being in 
good health to walk and carry bags of shopping home. This theme consists of two sub-themes; ‘access 
to transport’ and ‘price of shops’. 
Access to transport. None of the participants had access to personal transport, such as a car, and 
relied on using public transport which was an additional expense they often could not afford. Most 
participants accessed food by means of walking to save money, however, this relied on them being 
physically and mentally able. Many participants reported experiencing various health issues and this 
was worsened when food shopping. 
“…I do a lot of walking. I won’t get busses and all that. To get here I’ll walk here. I live about 20 minutes 
away. So I’d rather walk than get the bus. Cos it’s expensive just to get a bus. I mean a Daysaver is 
nearly a fiver. I’d rather walk than spend a fiver. That’s my tea money.” (Participant 17) 
One participant lived in an area of Liverpool which had limited access to food shops, therefore, this 
participant used public transport when other tasks could be done in the city centre which made travel 
more cost-effective. 
“So, if you've got no transport in [location], you basically are pretty much reliant on buses, so that’s 
more cost. Particularly for shopping, and if you've got your laundry to do, you try and do it on the same 
day, so you just get one £4.30 travel for the day and try and get everything in in the same day.” 
(Participant 10) 
This theme highlights the strategies used by participants in order to determine how much they could 
afford to spend on transport based on their current income. 
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Price of shops. Participants favoured purchasing food from budget supermarkets which were close to 
their home, instead of local shops, as these were more cost-effective, had variety and sold items in 
smaller batches. 
“I go to the Aldi because it’s cheap, it is the cheapest around and it’s quite near.” (Participant 2) 
Most participants avoided using local shops unless necessary as they could not justify the cost of food 
items. A couple of participants obtained food from cafés and takeaways, however, they tended to be 
in the minority. 
“if I have to go local, I will go local and it’s just really expensive.” (Participant 8) 
The preference to access food by means of cheap supermarkets, as a way of saving money, relied on 
being in good health. This resulted in some participants reporting pain or other health issues due to 
the strain of carrying food home.  
“I have to try and get a food voucher to go to a food bank and, even carrying them home, the food, if 
I can get a food voucher, carrying them home with my bad back, it’s horrendous” (Participant 9) 
Theme four: Health issues 
Most participants reported experiencing either mental or physical health issues, such as depression 
or diabetes, which impacted their ability to i) go food shopping, ii) decide on food items purchased, 
and iii) prepare and cook food. This theme consists of two sub-themes; ‘current health condition’ and 
‘social support’. 
Current health condition. 13 (54%) and 17 (71%) participants reported having a mental or physical 
health condition, respectively, of whom some were on medication which influenced their eating 
behaviour. Those with conditions, such as diabetes, understood needing to eat healthily to alleviate 
symptoms of their condition but could not afford to do so. 
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“I’m diabetic and I know I’ve got to eat four times a day, so I’ll eat Weetabix. Because it’s easy to 
swallow. And I don’t mind the taste with a bit of sugar…” (Participant 20) 
Other participants discussed the impact of their health condition on the ability to make a meal. For 
example, it was noted that cooking a batch of food to last several days requires effort and planning, 
which was not always feasible for those who reported having low mood or depression.  
“But then living on my own and going through my mental health issues…half the battle is having the 
energy or motivation to cook something from fresh so I’ve tended to – not so much steer away from 
fresh food but if I did buy fresh food, just be wary that I’m not always in the best of moods or frame of 
mind to cook a fresh meal and that there would be waste.” (Participant 3) 
Social support. Some participants had a network of friends and family who supported them in terms 
of providing food when resources were low or when participants were struggling to cope. This seemed 
to alleviate some of the effects of being food-insecure and the stress participants experienced, for 
example one participant reported having family members who help: 
“I've got my son who lives with me and my granddaughter. I've got daughters that come up and they 
do a lot for me. They keep my mind busy because they bring the kids up” (Participant 14) 
This sub-theme seemed to be a protective factor regarding pre-existing health issues, as those who 
had others who could support them appeared to benefit from this compared to those who did not 
have such networks. 
 “I have no family, no friends. I was in a new area and a new flat and I had nothing. No one to turn to 
or that so I was kind of left a week on that. It was only my mental health worker at the time who come 
round and was like ‘no it isn't good enough’ and she got me my money and that was a week later. But 
I’d gone the whole week without food…” (Participant 25) 
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This theme highlights the wide-ranging impact of health issues and demonstrates that food choice and 
eating behaviour are influenced by health issues as these can limit access and means of obtaining the 
appropriate food. It also highlights how social support can act as a protective factor to this.  
Theme five: Food rationing strategies 
In a similar way to how participants described rationing money (see ‘budgeting’ sub-theme of the 
‘income’ theme), a majority seemed to ration food to make it last longer. However, this theme is 
distinct as it relates to the strategies participants used to make their food last longer, such as skipping 
meals and restricting portion size. Participants reported differing cooking skill levels, however, several 
reported cooking in bulk and freezing batches as this was more sustainable given their limited budget. 
There were two participants who presented a different food strategy; impulsive eating. This theme 
highlights that there may be individual differences in the way in which participants respond to food 
scarcity. This theme consists of two sub-themes; ‘restrained eating’ and ‘impulsive eating’. 
Restrained eating. Most participants cooked meals in bulk and froze them as this guaranteed having 
a meal on most days and made money last longer.  
“Freeze it. Sometimes I make spaghetti Bolognese. I get me mince out of Aldi and me spaghetti out of 
there which is dead cheap and the Dolmio. I get that, and I’ll make a big massive pan of that and I’ll 
get about six meals out of that.” (Participant 15) 
Despite using such strategies, several participants reported rarely having three meals per day and 
instead skipped meals due to lack of food supply to provide meals throughout the day. This seemed 
to happen more frequently just before a payment was due. 
“Yeah [skipping meals], usually it is, yeah. The first week is usually alright, when I get me money, the 
second week is always the one where I’m thinking ‘what should I do here, how can I cope with this 
week?’…” (Participant 12) 
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Participants with children prioritised their child’s food consumption over their own and reported 
having a smaller portion or skipping meals altogether so their children could eat. 
“And if the food’s very low, I tend to go without food so that the kids can eat” (Participant 2) 
Impulsive eating. Two participants reported buying and consuming food impulsively; they described 
eating food stored at home even though they understood this would lead to having minimal food to 
last for the rest of the week.  
“I mean I’m one of them, as well, I’ll eat a meal knowing it’s my last, knowing that I’d be, by eating 
those pieces of toast in the night or whatever, would stop me, for example, or using that last bit of milk 
would stop me having toast and cereal and a cup of coffee with milk in. Then, knowing the 
consequences I’d sort of act for the moment and then sort of think to myself I’ll worry about it later.” 
(Participant 3) 
This sub-theme suggests that individuals who face similar restrictions to accessing food, behave in 
different ways with some employing coping strategies which disregard the longer-term consequences. 
This may reflect frustration and a desire to experience pleasure from food.   
Theme six: Worsened health outcomes 
Most participants reported experiencing worsened mental or physical health due to their lack of 
access to food, food choices and eating behaviour. Feelings of depression, stress and hopelessness 
were salient throughout the interviews, however, participants seemed to minimise these emotions. It 
seemed that worsened health due to inconsistent access to food is a recurring cycle that is difficult to 
manage as there were no changes in participants’ incomes, as highlighted in Figure 1. This theme 
consists of two sub-themes; low mood and coping strategies. 
Low mood. The majority of participants reported currently having a mental health condition including 
low mood and ruminating thoughts which several participants believed was due to the uncertainty of 
affording food.  
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“Yes, I was very stressed and then panicking that- panic, like panic attacks, things like that. Because 
I’m thinking too much. I’m thinking ‘what are my kids going to eat tomorrow and after tomorrow?’. I 
was thinking ‘well, I don’t know what I have to do.” (Participant 7) 
Some participants tried to remain optimistic about improving their access to food and perceived 
others were worse off than them, however they seemed to continue to experience heightened levels 
of stress as they did not know where their next meal would come from. The coping strategies 
participants adopted seemed to influence the level of stress and low mood they experienced. 
Coping strategies. Most participants reported adopting a variety of coping strategies, such as walks, 
meditation and staying out of the house. These strategies tended to focus on preoccupying the mind, 
managing stress and suppressing hunger. Some participants did not adopt these techniques and 
instead seemed to preserve their energy and minimise activity.  
“I just shut up shop. I just shut me blinds and just everywhere’s shut and go through the motions.” 
(Participant 15) 
A small minority of participants reported using alcohol and other illicit substances to suppress hunger 
and to cope with the stress of their access to food. 
“…alcohol wise, I’d just go and lend off someone, do you know what I mean, just to get that bottle just 
to get me through the day.” (Participant 15) 
In summary, this theme demonstrates the impact of having a poor quality diet with restrictive food 
patterning on health and wellbeing, and the difficulty of improving this situation due to a continuous 
low income.  
Discussion 
Food insecurity is increasingly a major issue in many developed countries and has significant adverse 
effects on a range of outcomes related to diet, health and wellbeing. The aim of this study was to 
understand the factors which influence food choice and eating behaviour in a food-insecure 
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population from the North West of England. Our main findings were that income was that the most 
salient factor influencing food choice and eating behaviour. The cost of food, accessibility to shops 
and health issues were other contributing factors towards food choices and eating behaviour, with 
participants adopting strategies to ration food to ensure longevity; however, all these issues seemed 
to be exacerbated by low income. Participants also experienced worsened health outcomes as a result 
of their poor access to food and diet quality, and this seemed to lead into a recurring cycle that was 
difficult to overcome.  
All participants were in receipt of benefits and emphasised the constant struggle of managing 
a low income and the compromises that had to be made, which were worsened by significant delays 
in welfare payments. This reflects the recent changes in the welfare system in the UK and the 
introduction of Universal Credit where many people experience significant changes and delays in 
payment (The Trussell Trust, 2018, 2019a). Our findings are consistent with previous research which 
found that income and delays in payment are the main reasons for attending foodbanks (Loopstra et 
al., 2015; Power, Uphoff, Stewart-Knox, et al., 2017; Thompson et al., 2018). Our study also highlights 
how the issue of income seemed to contribute towards anger directed at the welfare system and this 
may have implications for how future government-driven interventions on food insecurity are 
received. Issues relating to income and delays in benefit payments could be tackled in future research 
through the use of public involvement, which has become more utilised in health and social care 
research and can have positive impacts (Brett et al., 2014). Policy makers and governments could 
consider involving service users in decision-making to provide an insight into the potential impact and 
reception of proposed changes. 
Our analysis indicates that most participants valued eating healthily and had a good 
understanding of how to prepare and cook healthy meals yet could not afford to do so. This is in line 
with previous research (Evans et al., 2015; Garthwaite et al., 2015) and also evidence showing the 
disproportionate costs of healthy and unhealthy meals (Jones et al., 2014). Participants’ decisions to 
23 
 
choose cheap, filling foods have been similarly shown in previous research (Garthwaite et al., 2015; 
Harvey, 2016; Yang et al., 2018). Taken together, this suggests that educational interventions aimed 
at increasing knowledge of healthful eating in food-insecure populations may not be most useful for 
improving food choice and eating behaviour. Instead, making healthy food more affordable would be 
a more effective strategy, particularly as participants frequently referred to their low income as 
reasons for not being able to afford such food.  
Our study also provides insight into the strategies that participants engaged in to conserve 
food such as cooking in bulk, freezing food, and skipping meals. For those living with dependent 
children, participants reported that they would prioritize their child(ren)’s food intake over their own. 
This finding is consistent with other UK-based qualitative studies which have shown evidence of food 
“sacrificing” by parents and also grandparents (Purdam et al., 2016; Thompson et al., 2018). This 
growing research evidence highlights the deleterious impact of food insecurity on the health and 
wellbeing of children and families. Several of our participants had a health condition which 
necessitated the consumption of certain foods at particular times of the day, however this was 
challenging due to budgetary constraints. Previous research has also highlighted that individuals who 
experience food insecurity struggle to maintain specialised diets for medical conditions such as 
irritable bowel syndrome and other food intolerances (Thompson et al., 2018; Yang et al., 2018).  
While several participants had chronic physical and/or mental health conditions, our study 
also informs on the implications of food insecurity for health - the majority of participants experienced 
worsened health issues, particularly increased stress and anxiety, due in part to their limited income 
and poor-quality diet. This appeared to have negative effects on all the other themes identified in our 
study, and individuals thus appeared to be caught in a vicious circle. This finding is consistent with 
previous research which has found that physical and mental health conditions are worsened by the 
experience of food insecurity (Garthwaite et al., 2015; Thompson et al., 2018). Our study specifically 
highlights how low mood and lack of energy (i.e. common symptoms of mental health conditions) can 
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exacerbate the difficulty of effectively managing a limited food budget, for example, by making it 
difficult to plan and cook food from fresh. Additionally, it is known that being chronically stressed 
increases appetite, specifically for high-calorie foods, and can thus be a risk factor for obesity and 
weight-related health outcomes (Sominsky & Spencer, 2014). Experiencing chronic emotional distress, 
linked to socio-economic disadvantage, may also lead to consuming palatable foods as way of coping 
(Hemmingsson, 2018; Spinosa et al., 2019). In line with this, two participants in our study reported 
occurrences of impulsive eating (i.e., consuming foods for the momentary reward with less regard for 
the longer-term consequences). Together, our findings highlight the complexity of the impact of food 
insecurity on eating behaviours, and the potential mediating role of emotional distress.  
Research has shown significant increases in foodbank usage in the UK over recent years (The 
Trussell Trust, 2019b).  Therefore, identification of personal experiences and ongoing issues in food-
insecure populations is critical in developing effective and tailored public health approaches. There 
are existing initiatives to alleviate the cost of food and facilitate healthy eating patterns such as free 
school meals for children (Harvey-Golding et al., 2015), however, few address the issue of income 
which our analysis suggests is the most salient factor. It is necessary to consider how to overcome low 
income in a sustainable manner and our findings suggest that addressing the cost and accessibility of 
healthy food, and supporting physical and mental health issues may contribute to alleviating the 
difficulty of managing a low budget. In a US-based qualitative study with low-income residents, 
participants reported that increasing the number of farmers’ markets and community gardens would 
improve access to healthful foods (Evans et al., 2015), suggesting that these may be promising 
approaches for future research. But ultimately major upstream changes to the welfare system are 
needed as foodbanks only address one issue that food-insecure populations experience (Loopstra, 
2018). 
 
Strengths and limitations 
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To our knowledge, this is the first study to qualitatively explore factors that influence food choice and 
eating behaviour in food-insecure populations in the North West of the UK, an area of high socio-
economic deprivation. Our analysis was conducted with two coders (JP and DLR) to ensure that the 
findings were a reflection of the data and our agreement rate reflects consistency between coders. 
We have shown similar issues to previous research conducted elsewhere in the UK (Garthwaite et al., 
2015; Power, Uphoff, Stewart-Knox, et al., 2017; Thompson et al., 2018; Yang et al., 2018) which 
suggests that these factors are relatively consistent. We have also highlighted some of the food 
rationing strategies and differences in eating behaviour which occur in response to the experience of 
food insecurity. A further finding was that food-insecure populations appear to be in a recurring cycle 
of struggling to obtain food which seems to increase feelings of stress, anger and frustration and 
exacerbate physical and mental health issues.  
Our study is not without limitations. We did not collect detailed demographic data on 
participants recruited in this study; therefore, it was not possible to explore differences in age or 
ethnicity. Secondly, we interviewed participants who lived on their own or who had dependent 
children, however, these groups were not proportionate thus we were unable to compare food choice 
and eating behaviour between them. Given feedback from four participants with dependent children 
who reported restricting food intake and choosing food based on children’s preference, and previous 
research interviewing children (Harvey, 2016), there seem to be wider implications for child and 
caregiver eating behaviour which require further investigation.   
Conclusions 
Our study found that income was the biggest factor influencing food choice and eating behaviour in 
food-insecure populations with other issues such as the cost of food, accessibility to shops and health 
issues being additional contributing factors. We have shown that participants do not seem to lack the 
knowledge of preparing and cooking a healthy meal. Instead they have little choice in the foods they 
purchase and they adopt strategies to conserve food (i.e. eating to survive). We have also shown that 
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the inability to afford food and the stress and worsening health associated with this is a recurring cycle 
that participants struggle to break. Therefore, initiatives addressing income, cost and accessibility of 
healthy food, and support for mental health are required to improve food choice and eating behaviour 
in food-insecure populations. 
References 
Beaulac, J., Kristjansson, E., & Cummins, S. (2009). A systematic review of food deserts, 1966-2007. 
Prev Chronic Dis, 6(3), A105.  
Bocquier, A., Vieux, F., Lioret, S., Dubuisson, C., Caillavet, F., & Darmon, N. (2015). Socio-economic 
characteristics, living conditions and diet quality are associated with food insecurity in 
France. Public Health Nutrition, 18(16), 2952-2961.  
Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative Research in 
Psychology, 3(2), 77-101.  
Braun, V., Clarke, V., Hayfield, N., & Terry, G. (2019). Thematic analysis. Handbook of Research 
Methods in Health Social Sciences, 843-860.  
Brett, J., Staniszewska, S., Mockford, C., Herron‐Marx, S., Hughes, J., Tysall, C., & Suleman, R. (2014). 
Mapping the impact of patient and public involvement on health and social care research: a 
systematic review. Health Expectations, 17(5), 637-650.  
Davison, K. M., Gondara, L., & Kaplan, B. J. (2017). Food Insecurity, Poor Diet Quality, and 
Suboptimal Intakes of Folate and Iron Are Independently Associated with Perceived Mental 
Health in Canadian Adults. Nutrients, 9(3), 274.  




Evans, A., Banks, K., Jennings, R., Nehme, E., Nemec, C., Sharma, S., . . . Yaroch, A. (2015). Increasing 
access to healthful foods: A qualitative study with residents of low-income communities. 
International Journal of Behavioral Nutrition and Physical Activity, 12(1), S5.  
Garthwaite, K., Collins, P., & Bambra, C. (2015). Food for thought: An ethnographic study of 
negotiating ill health and food insecurity in a UK foodbank. Social Science & Medicine, 132, 
38-44.  
Hamnett, C. (2014). Shrinking the welfare state: the structure, geography and impact of British 
government benefit cuts. Transactions of the Institute of British Geographers, 39(4), 490-
503.  
Harvey-Golding, L., Donkin, L. M., Blackledge, J., & Defeyter, M. A. (2015). Universal free school 
breakfast: a qualitative model for breakfast behaviors. Frontiers in Public Health, 3, 154.  
Harvey, K. (2016). “When I go to bed hungry and sleep, I'm not hungry”: Children and parents' 
experiences of food insecurity. Appetite, 99, 235-244.  
Heflin, C. M., Siefert, K., & Williams, D. R. (2005). Food insufficiency and women's mental health: 
findings from a 3-year panel of welfare recipients. Social Science & Medicine, 61(9), 1971-
1982.  
Hemmingsson, E. (2018). Early Childhood Obesity Risk Factors: Socioeconomic Adversity, Family 
Dysfunction, Offspring Distress, and Junk Food Self-Medication. Current Obesity Reports, 
7(2), 204-209. doi:10.1007/s13679-018-0310-2 




Jones, N. R., Conklin, A. I., Suhrcke, M., & Monsivais, P. (2014). The growing price gap between more 
and less healthy foods: analysis of a novel longitudinal UK dataset. PLOS ONE, 9(10), 
e109343.  
Kellogg's. (2018). Can everyone access affordable, nutritious food? A picture of Britain’s deprived 
food deserts. Retrieved from 
https://www.kelloggs.co.uk/content/dam/europe/kelloggs_gb/pdf/Kelloggs_Food_Desert_B
rochure.pdf 
Leung, C. W., Epel, E. S., Ritchie, L. D., Crawford, P. B., & Laraia, B. A. (2014). Food insecurity is 
inversely associated with diet quality of lower-income adults. Journal of the Academy of 
Nutrition and Dietetics, 114(12), 1943-1953. e1942.  
Leung, L. (2015). Validity, reliability, and generalizability in qualitative research. Journal of Family 
Medicine and Primary care, 4(3), 324.  
Liverpool City Council. (2015). The Index of Multiple Deprivation 2015: A Liverpool analysis. 1-84.  
Loopstra, R. (2018). Interventions to address household food insecurity in high-income countries. 
Proceedings of the Nutrition Society, 1-12.  
Loopstra, R., Reeves, A., Taylor-Robinson, D., Barr, B., McKee, M., & Stuckler, D. (2015). Austerity, 
sanctions, and the rise of food banks in the UK. British Medical Journal, 350, h1775.  
MacLeod, M. A., Curl, A., & Kearns, A. (2018). Understanding the Prevalence and Drivers of Food 
Bank Use: Evidence from Deprived Communities in Glasgow. Social Policy and Society, 1-20.  
Nettle, D., Andrews, C., & Bateson, M. (2017). Food insecurity as a driver of obesity in humans: The 
insurance hypothesis. Behav Brain Sci, 40, e105. doi:10.1017/s0140525x16000947 
Noonan, R. J. (2018). Prevalence of Childhood Overweight and Obesity in Liverpool between 2006 
and 2012: Evidence of Widening Socioeconomic Inequalities. International Journal of 
Environmental Research & Public Health, 15(12). doi:10.3390/ijerph15122612 
Power, M., Uphoff, E., Kelly, B., & Pickett, K. E. (2017). Food insecurity and mental health: an analysis 
of routine primary care data of pregnant women in the Born in Bradford cohort. Journal of 
Epidemiology and Community Health, 71(4), 324-328. doi:10.1136/jech-2016-207799 
Power, M., Uphoff, E. P., Stewart-Knox, B., Small, N., Doherty, B., & Pickett, K. E. (2017). Food 
insecurity and socio-demographic characteristics in two UK ethnic groups: an analysis of 
women in the Born in Bradford cohort. Journal of Public Health, 40(1), 32-40.  
Purdam, K., Garratt, E. A., & Esmail, A. (2016). Hungry? Food insecurity, social stigma and 
embarrassment in the UK. Sociology, 50(6), 1072-1088.  
Scott, C., Sutherland, J., & Taylor, A. (2018). Affordability of the UK’s Eatwell Guide. Retrieved from 
https://foodfoundation.org.uk/wp-content/uploads/2018/10/Affordability-of-the-Eatwell-
Guide_Final_Web-Version.pdf 
Sominsky, L., & Spencer, S. J. (2014). Eating behavior and stress: a pathway to obesity. Frontiers in 
Psychology, 5, 434. doi:10.3389/fpsyg.2014.00434 
Spinosa, J., Christiansen, P., Dickson, J. M., Lorenzetti, V., & Hardman, C. A. (2019). From 
Socioeconomic Disadvantage to Obesity: The Mediating Role of Psychological Distress and 
Emotional Eating. Obesity (Silver Spring), 27(4), 559-564. doi:10.1002/oby.22402 
Taylor, A., & Loopstra, R. (2016). Too poor to eat. Food insecurity in the UK. Retrieved from 
https://foodfoundation.org.uk/wp-content/uploads/2016/07/FoodInsecurityBriefing-May-
2016-FINAL.pdf 
The Trussell Trust. (2018). Left Behind: Is Universal Credit Truly Universal? Retrieved from The 
Trussell Trust: https://s3-eu-west-1.amazonaws.com/trusselltrust-documents/Trussell-Trust-
Left-Behind-2018.pdf 
The Trussell Trust. (2019a). #5WeeksTooLong: Why we need to end the wait for Universal Credit. 
Retrieved from https://www.trusselltrust.org/five-weeks-too-long/ 




Thompson, C., Smith, D., & Cummins, S. (2018). Understanding the health and wellbeing challenges 
of the food banking system: A qualitative study of food bank users, providers and referrers in 
London. Social Science & Medicine.  
Tong, A., Sainsbury, P., & Craig, J. (2007). Consolidated criteria for reporting qualitative research 
(COREQ): a 32-item checklist for interviews and focus groups. International Journal for 
Quality in Health care, 19(6), 349-357.  
Yang, T., Sahota, P., Pickett, K., & Bryant, M. (2018). Association of food security status with 
overweight and dietary intake: exploration of White British and Pakistani-origin families in 








1. Please can you tell me a little bit about your household and/or living situation. For example, 
do you live with other people, if so how many adults and/or children? Do you, or any other adults in 
your household, have a job? 
2. What are the main ways of obtaining food in your household? 
Follow-up: Where do you tend to shop?  
Do you use any other ways to access food? 
3. What sorts of foods do you choose for your household? 
Follow-up: What are the main factors which influence your food choice? 
4. How do you feel about your household’s current access to food? 




What strategies do you engage in to conserve your food supply? 
If you experience stress or worries about your food supply, how do you cope with this/how
 does this influence your thoughts, feelings and behaviour?  
5. Do you feel that your access to food affects your life in other areas (e.g. physical health, 
wellbeing, health behaviours)? 
6. What do you find to be the main barriers to purchasing and obtaining food in your local 
area?  
Follow-up: How do you think these barriers could be overcome?  
 
